Letters to the Editor
Problems of communicationof a drug regulatory authority From Professor Charles Fletcher London SWlO Dear Sir, I welcomethe attention that is now being given to communication between the Department of Health and doctors about some of the hazards of modern drugs. Every communication system involves a transmitter and a receiver. Dr Harris' article (December 1977 Proceedings, pp 835-839) shows that the drug information transmitted to doctors is wellconceived and clearly expressed. He quotes my seventh principle of communication which insists on feedback to ensure that communication is successful, but quotes only two attempts at feedback. One small survey showed that only 50 0 0 of practising doctors even remembered receiving 'Current Problems'. Presumably a very much smaller proportion than this recalled the messages. In relation to the side effects of practolol, he says that great care was taken in drafting of letters and leaflets and in press handouts, but despite this 'serious anxieties were created in some quarters, whilst elsewhere the warnings were virtually ignored'.
The professional receivers cannot be well tuned to the transmitter. I hope this does not imply that Sir Derrick Dunlop is wrong when he maintains that doctors are more concerned with the public good than are most journalists (December 1977 Proceedings, pp 831-832). This is not an easy comparison to make, but scrupulous attention to possible iatrogenic disease is surely an important aspect of such concern.
More money needs to be spent on research into the reasons why so few doctors appear to pay attention to the messages they receive about the side effects of drugs. Such research might show how communication could be improved. Perhaps the receivers need better tuning by education, by audit or even by financial carrots or sticks. Perhaps a more cogent form of transmission could be devised. All communication is expensive; a little more expenditure on feedback might point the way to economy by improving both reception and transmission. The caloric test should form only part of a vestibular testing programme designed to detect early as well as late vestibular disorders. While there are individual differences in most neurootological units, there is increasing agreement in Europe, North America, etc. as to the range of tests required. These should include clinical balance tests and position tests observed visually, followed by optokinetic, rotational (or torsion swing) and caloric tests using electro-oculography. Parallel swing testing also may be required.
CHARLES
The concept that a single-levelstimulus test such as the caloric test is all that is required to test the intricacies of the vestibular apparatus is surely outdated. Progress in vestibular analysis has been very slow over the past thirty years and much of the blame for this must be laid at the door of 'the caloric is enough' school of thought. [863] [864] [865] [866] has described some causes of what she calls 'delayed' respiratory distress in infancy, defining this as 'respiratory distress starting more than one week after birth in infants who have had no, or only transient and minor, respiratory problems immediately after birth'. She classifies these into 'primary pulmonary' and 'extrapulmonary' causes. While this may seem an attractive way of simplifying the differential diagnosis of respiratory distress, it takes no account of the continuing and complex mechanisms of cardiopulmonary adaptation to extrauterine life that begin at birth with the switch from placental to pulmonary respiration. This is not to deny that signs of respiratory distress occasionally may be minimal or absent during the first week of life, but to indicate the artificiality of separation into early and delayed forms.
For example, paediatricians will be puzzled by the inclusion of such conditions as neonatal pleural effusion (chylothorax) and diaphragmatic hernia. These must be considered in the differential diagnosis of respiratory distress immediately after birth, when accurate diagnosis and immediate treatment may be life-saving. Similarly, while it is . true to say that congenital lobar emphysema usually presents in the first few months of life, it is worth pointing out that about 50 0 0 of these infants will present with respiratory distress in the first week of life, often from birth. Indeed, we are indebted to radiologists for pointing out that a clue to the diagnosis of congenital lobar emphysema is often present in the first X-ray taken shortly after birth because of unexplained respiratory distress. 
From Dr A P Norman London We1
Dear Sir, Whilst I found Dr Sweet's excellent survey (December 1977 Proceedings, pp 863-866) of radiological pulmonary problems in the new born most interesting, I was not happy about her classification of these conditions nor about some of her comments.
First, though the concept of respiratory distress in the new born proved useful for a time, it is simply a compendium of different disorders which now can mostly be separately recognized and appropriately treated. To talk about delayed respiratory distress means even less and covers an even more diverse group of disorders. Indeed, a number of the conditions included in her group of delayed respiratory distress may equally present during the first day of life, among them congenital chylothorax, pulmonary infection (pneumonia) and, in fact, most of those conditions she describes. I think that few people now would separate the Wilson-Mikity syndrome from bronchopulmonary dysplasia, which does not develop within 24 hours of birth but some time in the first weeks, and which should never be confused with meconium aspiration syndrome, although the late radiological picture in a severe instance of the latter may bear some resemblance to that in bronchopulmonary dysplasia.
Dr Sweet's description of cystic fibrosis is both misleading and disturbing, perhaps because it has been compressed into so few words. I know of no survey to suggest an incidence as high as I :600; so far I: 1600 -for which the above rate may be an error -is the highest reported, and it is likely that I: 2000 or less is nearer for Western Europe. The gloomy prognosis she gives is hardly justifiable in 1977, unless early diagnosis and good medical care are lacking; social conditions may play their part too. I would also take issue with the description of the earliest radiological changes and suggest that Dr Sweet is seeing rather late changes, perhaps because she does not get sent cases until their lungs have been infected severely. The earliest changes are those of bronchial wall thickening followed by hyperinflation and, in acute infections, patchy mottling resulting from lobular collapse and consolidation. She stresses the dual role of ophthalmogenic immunoglobulins and a fragment of the TSH molecule which has exophthalmogenic, but not thyroid-stimulating, properties. The second mechanism involves the deposition of immune complexes in the orbit, possibly in response to thyroglobulin deposited on the extraocular muscle memo branes. Pioneering work in this field has been carried out by Winand and his colleagues in Liege and Washington, and by Kriss in California. Further studies by other groups are awaited with interest.
Yours truly

